Sir, Lichen planus (LP) is an immunologically mediated inflammatory disorder involving skin, hair, nail, and mucous membrane. It affects all irrespective of age, sex, and geographic location. Although the oral mucosa is the most common mucosa involved in LP, genital mucosal erosions are also seen in elderly females, which is known as vulvovagino-gingival syndrome. [1] Here, we are sharing our experience of isolated genital erosive LP treated with metronidazole 500 mg twice daily for 3 months.
A 35-year-old married female, teacher by occupation presented in the outpatient department (OPD) with complaints of extensive painful erosions over perineal area since 18 months.
The patient reported that she was apparently all right one and ½ years back when she had noticed a sudden onset of painful, mildly itchy erosions with surrounding erythema over labia minora and mucosal aspect of labia majora. The erosions were gradually increasing in size and number.
The patient had consulted many dermatologists for these same complaints. Without any specific diagnosis, she received multiple modalities of treatment, which included antifungal medication, antiviral medication for an extended period without any significant relief in symptoms. The lesions were persistent even with the above treatment. When the patient presented to us, she was on suppressive therapy for recurrent genital herpes, i.e., taking 500 mg valacyclovir for the past 6 months without any marked improvement in symptoms.
On clinical examination, there were multiple superficial, bilaterally symmetrical, ill-defined, painful, extensive erosions involving labia majora, labia minora, vagina extending up to groins and perianal area. Erosions were covered with yellowish-white slough at few places [ Figures 1 and 2 ].
The patient was investigated thoroughly. Tzanck smear did not show any acantholytic cells or multinucleate giant cells. Gram stain was negative for candida. Routine investigations showed iron deficiency anemia with hemoglobin: 5.3 gm%, total leukocyte count: 7170/mm 3 , platelet: 5 lakh/mm 3 , hypochromia and microcytosis seen on peripheral smear, fasting BSL: 72 mg%, postprandial BSL: 107 mg%, HBA1C was 4.1, immunoglobulin-M titers for herpes simplex virus 1 and 2 were negative. Her liver function test, renal function test, urine, and stool routine examination did not show any abnormality. The patient was found nonreactive for venereal disease research laboratory, HIV, hepatitis B, and hepatitis C antibodies. Her husband's investigations were normal. Considering the chronicity of the disease, we performed a 4 mm skin punch biopsy from an erosion over the labia. Histopathology showed loss of superficial layers of epidermis, basal layer showed vacuolar interface, and few necrotic keratinocytes. Papillary dermis showed moderately dense lymphoplasmacytic band of infiltrate and melanin incontinence [ Figures 3 and 4 ]. On the basis of clinico-histopathological findings, the final diagnosis of erosive vulvovaginal LP was confirmed.
The patient received 12 weeks of therapy with metronidazole 500 mg twice daily, along with oral zinc supplements and topical 2% sodium fusidate ointment. The patient was assessed on OPD basis every 3 weekly, and she showed marked improvement in her symptoms and healing of erosions on the first visit and complete symptomatic relief at 6 weeks. All the erosions healed with brownish hyperpigmentation [ Figure 5 ]. There was no recurrence of lesions on the follow-up of the patient for 4 months.
Erosive LP of vulva and autoimmune diseases has temporal association. [1, 2] Anti-basement membrane zone antibodies chiefly targeting BP180 are present in sera of 61% of patients with erosive LP. One study found such patients are more likely to have autoimmune disorders and circulating antibodies; particularly antinuclear antibodies (ANA) (25%) and antithyroid antibodies (19%). [2] In view of this, the patient was advised to do ANA, BP180 antigen, and anti-thyroid peroxidase, which was negative. Infections such as hepatitis C virus, human papillomavirus, vaccination with hepatitis B vaccine, oxidative stress, and psychological stress are other etiological factors for LP. [1] [2] [3] Oral or intralesional steroids, along with antihistaminics and topical care, are the first line of treatment for erosive LP; Considering the possibility of superadded bacterial skin infection, we did not add steroid in the first visit and started the patient on metronidazole 500 mg twice daily with topical sodium fusidate ointment to which the patient showed significant improvement after 3 weeks.
Metronidazole is a synthetic nitroimidazole antibiotic drug which has anti-inflammatory and immunomodulatory effect; however, the exact mechanism of action is not known. [4, 5] It induces significant decrease in delayed type of hypersensitivity reaction, phagocytic activity, and tumor necrosis factor-alpha secretion by macrophages. [4, 5] Metronidazole is used in many dermatological conditions. [5] This article here highlights the effectiveness of metronidazole in genital erosive LP and the fact that the effect started as early as 10 days of treatment, and significant improvement was seen by 3 weeks without any relapse or recurrence.
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The authors certify that they have obtained all appropriate patient consent forms. In the form the patient(s) has/have given his/her/their consent for his/her/their images and other clinical information to be reported in the journal. The patients understand that their names and initials will not be published and due efforts will be made to conceal their identity, but anonymity cannot be guaranteed. Sir, An 18-year-old male patient presented with multiple nonitchy hyperpigmented oval patches over the trunk, upper limbs, and lower limbs for 3 days after taking medications for fever (doxycycline and paracetamol) [ Figure 1 ]. On the 1 st day, he had burning and slight erythema over the lesions which became hyperpigmented after the 2 nd day. On physical examination, he had multiple (22 in number) asymmetrically distributed, round-to-oval, hyperpigmented lesions of various sizes ranging from 1.5 cm × 2 cm to 3 cm × 5 cm.
Severe Cutaneous Adverse Reaction after Oral Rechallenge Test in a Patient with Fixed Drug Eruption Due to Doxycycline
He had a similar episode 4 months ago after taking doxycycline. No history suggestive of immunosuppression or diabetes mellitus was noted. No history of recurrent infections, loss of appetite, nausea, and diarrhea was observed. No history of such type of reactions in any other family member was also noted. Diagnosis of fixed drug eruption (FDE) was made.
Skin prick test and intradermal tests were performed which were positive for doxycycline and negative for paracetamol.
Oral provocation test was done with paracetamol which turned to be negative. When oral rechallenge test was performed with doxycycline, the patient developed severe erythema with pain at the sites of previous FDE lesions as well as on other parts of the body within 2 h of ingestion of the drug.
[ Figure 2 ]. He also complained of severe malaise and itching over the whole body along with high-grade fever (103°F). He was feeling extreme weakness and restlessness. Whole of the oral cavity was erythematous. Hepatosplenomegaly and lymphadenopathy were absent. Pseudo-Nikolsky's sign was positive. Hematological examination revealed leukocytosis (13,400/cubic mm), neutrophilia (90.1%), and other tests were within normal limits. ELISA for HIV 1 and 2 and antinuclear antibody was negative. Urine routine microscopy showed 25-30 pus cells/hpf. Pseudomonas aeruginosa was found on urine culture which was sensitive to ofloxacin, norfloxacin, amikacin, gentamicin, and piperacillin.
